A conceptual framework is needed to understand injured workers' decision-making and inform evidencebased interventions to address behavior change regarding return-to-work (RTW). The Model of Human Occupation (MOHO) can help with understanding how an injured worker's characteristics can generate behavior change while Motivational Interviewing (MI) can help facilitate behavior change. OBJECTIVE: This theoretical paper provides an overview of how MOHO and MI can be applied and integrated in occupational rehabilitation. The objectives of this paper are to: (1) evaluate MOHO as a framework for supporting occupational therapists (OTs) in occupational rehabilitation; (2) describe MI as a suitable approach for OTs in occupational rehabilitation; and (3) compare and integrate MOHO and MI. METHOD: Several important works and reviews were used to integrate MOHO and MI with occupational rehabilitation.
Introduction
Occupational rehabilitation is a growing field of research and practice that has contributed to significant developments towards understanding the In addition, there are limited intervention approaches currently used in occupational rehabilitation to ensure effective and meaningful behavior change that considers the readiness of the injured worker to RTW [2, 4, 6] . There is a need for an integrated conceptual framework to understand injured workers' decision-making processes and inform evidencebased interventions that address behavior change regarding RTW [2, 4] .
Occupational rehabilitation is an important practice area in occupational therapy (OT) and those in the area are expected to practice in a manner that is theory-informed, evidence-based, and occupation-focused [7] . However, this standard of best practice presents a significant challenge because current practice is not strongly grounded in theory, occupation, or evidence [7] . Furthermore, occupational therapists (OTs) are challenged with linking evidence-based tools with specific conceptual models that support client-centered beliefs and practice. Successful client-centered practice depends on the clients' desire and ability to participate in decisionmaking processes and the inclusion of the client in the decision-making process [8] . Evidence suggests there may be a perceptual gap between these two components resulting in recommendations for OTs to implement a systematic approach involving clients in decision-making processes [8] .
The Model of Human Occupation (MOHO, See Fig. 1 ) is an occupation-based model used to guide OT practice [9] . MOHO provides a broad and integrative view of occupation and attempts to explain how human occupation is motivated, patterned, and performed [10] . Evidence indicates MOHO is the most extensively used occupation-based model among OTs worldwide [7] and MOHO has previously been applied to occupational rehabilitation to guide interventions and programs [7, 11] .
Motivational Interviewing (MI) is a directive, client-centered, evidenced-based approach that elicits behavioral change by assisting clients to resolve ambivalence [12] . A key philosophy of MI is clientcentered practice which emphasizes the importance of autonomy, recognizing the clients' right and capacity for self-direction and collaboration, a partnership that honours the client's expertise and perspectives. The clinical procedure of MI involves a conversation about change with the primary purpose of strengthening the client's motivation for change based on the client's values and interests [12] [13] [14] . MI has been used to address maladaptive behavior and promote healthy adaptive behaviors [15] and has recently been applied to occupational rehabilitation to improve RTW outcomes [16, 17] .
This paper provides an overview of how MOHO and MI can be applied and integrated in occupational rehabilitation. The objectives of this paper are to: (1) evaluate MOHO as a framework for supporting OTs in occupational rehabilitation; (2) describe MI as a suitable approach for OTs in occupational rehabilitation; and (3) compare and integrate MOHO and MI.
Method
This theoretical paper provides an overview of how MOHO and MI can be applied and integrated in occupational rehabilitation. Several important works and reviews were used to integrate MOHO and MI with occupational rehabilitation. However, the recent literature related to MOHO in this area is scarce and more research on the use of MOHO-based approaches is recommended.
Model of Human Occupation and occupational rehabilitation
The following aspects of MOHO support its application to occupational rehabilitation: (1) MOHO is an occupation-based theoretical model that can guide occupational rehabilitation practice; (2) MOHO has previously been used to guide occupational rehabilitation intervention and programs; (3) MOHO considers the importance of environment and how context can influence work behavior and participa-tion in occupation; (4) MOHO provides a broad and integrated approach for working with the complex needs of injured workers; and (5) MOHO is a clientcentered theoretical model that can help bridge the gap between client-centered philosophy and practice in occupational rehabilitation.
MOHO describes how work behavior and occupations are the result of interactions between concepts related to person characteristics (volition, habituation, and performance capacity) and the environment [7] . The identification of a model that can support OT practice in occupational rehabilitation can enhance professional identity and competence and assist OTs to meet standards of best practice. In comparison to other OT models, the MOHO was chosen for review and integration with MI in occupational rehabilitation because it provides a profound understanding of why (the meaning) occupation is performed.
Volition
Two seminal works, Kielhofner [9] and Kielhofner et al. [18] , informed many of the ideas in this section. OT based on MOHO requires the identification and understanding of an individual's volition. Volition is described as the process through which individuals find meaning, which motivates them to select activities in which they want to participate. Volition is shaped by thoughts and feelings that reflect a person's values (beliefs about what is important to do, how to perform occupations, and what to commit to); interests (experience of pleasure and fulfilment in occupation); and personal causation (beliefs about one's capacities and effectiveness). MOHO stresses that volition is fundamental to OT practice, because the therapy process requires clients to make decisions about occupations, which influence therapy outcomes. Volition factors such as job satisfaction and personal causation are essential to the decisionmaking process in RTW and the ability to succeed at work [7] . Injured workers who see work as a strong social value necessary for independence and to improve life circumstances, may be more compelled to RTW. However, this value may be influenced by culture, and not everyone values work to the same degree or in the same way. Occupational interests significantly influence the type of work people choose. Individuals who enjoy and are interested in their work have a greater investment and attraction for work compared to individuals whose work circumstances provide little opportunity for enjoyment and satisfaction. Negative work circumstances can, therefore, negatively affect desire for work. Personal causation is also an important consideration for injured workers when selecting employment to return to or potential career opportunities. Injured workers' accurate understanding of their personal capacity and selfefficacy will assist them in using their skills and abilities effectively to select work at which they will succeed.
The Worker Role Interview (WRI) is a workrelated assessment based on MOHO concepts [7] . The WRI can be used in conjunction with work capacity evaluations to assess psychosocial and environmental factors related to work that can impact components of volition such as interests and personal causation [7, 19] . The WRI can be used with injured workers who have physical or mental disabilities and can provide important insight into understanding injured workers' motivation for work [7] .
Habituation
Habituation is a concept in MOHO that refers to the organization of actions into patterns and routines that are governed by habits and roles and shaped by context and the environment. Habits operate differently within various environmental contexts, which influence how individuals perform routine activities and behave within these contexts. Roles are the functions assumed by individuals, and the internalization of roles is a process that provides individuals with an identity. A sense of obligation that accompanies an identity subsequently influences behavior to fulfil the role requirements shaped by social systems. The recurrent patterns of work behavior that make up a significant portion of work are the result of an internalized worker role and habits. Barriers to RTW can arise from long-term disruption to an individual's work role and habits, while previous work history and ability to identify and re-adopt work role expectations support RTW success [7] . Competent work behavior results from successful integration by the worker of the norms, behavior, and rhythms inherent to the workplace. Furthermore, workers need to understand their worker role and, at times, must be able to transfer this understanding across different work environments. When applying MOHO, an essential task of therapy involves constructing or reconstructing habits and roles impacted by impairments or environmental circumstances to allow the individual to readily participate in routine occupations such as work.
The Dialogue About Ability Related to Work (DOA) is another MOHO work-related instrument that can be used to assess how volition and roles can impact work ability [7] . This assessment can be used with clients who have psychiatric and psychosocial issues, [7] which could affect workers' habits and roles and ultimately the motivation to RTW after a workplace injury has occurred.
Performance capacity
Performance capacity is influenced by an individual's underlying physical and mental abilities as well as how these abilities are used and experienced [9] . Performance capacity considered alongside habituation and volition provides a broader view of the worker's behavior. Personal causation, interests, values, roles, and habits can all be affected when an injured worker experiences changes to their performance capacity. Also, permanent disruptions in performance capacity often require changes to one or more elements of volition and habituation, for the worker to successfully adapt to the disruption. Changes to performance capacity, therefore, often require recruitment of volition and habituation. For example, if an injured worker believes one cannot functionally use the right arm or fears an increase in pain or re-injury when attempting movement then the worker may choose to limit movement of the arm [18] . This results in maintenance or exacerbation of performance capacity limitation [18] . In this circumstance, changes to volition and habituation are essential to attain changes in performance capacity. MOHO emphasizes the significance of acknowledging the experience of performance, specifically, the experience of being limited in performance. MOHO also asserts that attention should be placed on how individuals experience impairment.
The Assessment of Work Performance (AWP) is a work-related assessment based on the concepts of MOHO that assesses motor, process, communication and interaction skills [7] . This assessment can determine how efficiently an injured worker completes a work activity and can be used with any worker who experiences a work-related injury [7] . The AWP can provide essential information for OTs in determining how work-related injuries can impact personal characteristics influencing how injured worker's view what work tasks are important or how occupations are performed. In addition, the AWP can provide information about an injured worker's fulfilment in participating in occupational tasks, and their beliefs about how effective they are in their occupational roles.
Environment
From a MOHO perspective, the environment can significantly impact occupational behavior. Motivation, organization, and occupational performance are all influenced by the environment. The environment includes contextual characteristics such as physical, social, cultural, economic, and political features. Several dimensions of the environment can influence behavior and how individuals think and feel about their behavior. While a lack of environmental support and negative perceptions of the work environment can impede work success [7] , it is rarely one single factor that accounts for success or failure of work. MOHO postulates that the environment and inner characteristics of a person are connected and together influence occupational behavior.
The Work Environment Impact Scale (WEIS) is a MOHO-based work assessment that evaluates features of the physical and social work environments that can either support or hinder the performance, satisfaction, and well-being of an injured worker [7] . The WEIS can identify characteristics of the work environment that support successful work experiences and workplace accommodations [7] and can be used together with other MOHO based work-assessments to evaluate how occupational behaviour is impacted by personal characteristics and the environment.
MOHO summary
MOHO is a theoretical model that assists in addressing broad issues that influence work ability in a variety of impairments and can be used with a wide range of individuals throughout the life course in various settings [9] . MOHO explains aspects of healthy and maladaptive occupations that can occur due to workplace injury. The concepts of MOHO can address motivation for participating in work; patterns of work behaviours; nature of skilled occupational performance; and the influence the work environment can have on occupations [20] . MOHO appears to be a useful model in occupational rehabilitation and could work in conjunction with existing RTW models. This integrated model could provide OTs with a framework to explain participation in occupational behavior.
Motivational Interviewing and occupational rehabilitation
Although the role of OTs in occupational rehabilitation settings can vary, a broad and integrated approach such as MOHO requires the acknowledgement of all aspects of RTW. Physical, psychological, and social factors may contribute to ambivalence in the RTW process [21] . For OTs working with injured workers who are ambivalent about RTW, this can be a challenge because an evidence-based, formalized approach has not yet been established. Evidence suggests work disability and the RTW process should be conceptualised into developmental stages regarding readiness for work activity. Transition between stages and overall readiness for work are influenced by physical, psychological and social factors that can create uncertainty about ability to function or RTW [22, 23] . There is an increasing emphasis in occupational rehabilitation on how psychosocial factors contribute to prolonged work disability; however, further research is needed on practical approaches and interventions that address psychosocial and behavioral barriers to RTW [16, 17, 22, 23] . In addition, OTs report several challenges when implementing evidence-based principles into practice [7] .
MI has proven to be a versatile treatment in various practice areas, capable of supporting behavior change in a variety of health conditions and lifestyle problems [15, 24] .
MI and stages of change
MI is typically discussed in the context of the stages of change used in the Readiness for Change Model [25] . The Readiness for Change Model has been applied to occupational rehabilitation with the stages of change originally described by Prochaska et al. [26] as a framework for describing the change process. The five stages of behavioral change were related to RTW by Franche et al. [25] and described as: (1) Precontemplation -Injured workers absent from work are not considering or initiating behavior associated with RTW; (2) Contemplation -Injured workers are ambivalent about RTW; (3) Preparation -Injured workers seek information about RTW, test their abilities to RTW, and make tangible RTW plans; (4) Action -Injured workers have put their RTW plan into action and are working in some capacity; and (5) Maintenance -Injured workers use skills and support systems to manage situations or behavior that can interfere with RTW. The stages of change provide a framework for understanding the process of behavioral change as a representation of an individual's level of readiness for change, while MI provides the means to facilitate the change process [27, 28] . An individual's readiness for change is influenced by inner characteristics as well as the environmental context as described in MOHO, which explains the influence on participation in occupational behavior [9] . For example, individuals with a strong worker role identity are more likely to invest effort and time into work, but an injured worker in the Precontemplation stage may not identify strongly with the worker role and find little reason to RTW. Furthermore, for most working adults, competence is determined by one's capacity for and efficacy at work [18] . Injured workers in the Contemplation stage may be struggling with personal causation, comprised of personal capacity and sense of self-efficacy, which results in ambivalence regarding ability to RTW [18, 25] . Performance capacity influences work adaptation, and injured workers in the Preparation stage may start to test physical and mental abilities and to prepare for RTW. In the Action stage and Maintenance stage, integration of the person's inner characteristics and the environment are of critical importance as the injured worker has returned to work. Injured workers who feel valued, supported, and rewarded for their efforts have more incentive to continue working [18] .
Although it is not necessary to allocate individuals to a specific stage of change when engaging in MI, it may be beneficial to understand the client's level of readiness to adjust the intervention approach and more fully meet the client at the current stage of change [13] . For example, an OT knowing an injured worker is in the Contemplation stage, may focus on exploring ambivalence in contrast to when MI is less useful and even counterproductive if an injured worker is in the Action phase [13] . The use of a tool informing what stage of change the injured worker is in could help OTs meet injured workers at their level of readiness in the change process. A tool based on the stages of change, such as the Readiness for Return-to-Work Scale, should be evaluated within occupational rehabilitation settings to determine its function and applicability during MI [25] .
Characteristics of MI
MI has been examined across an extensive range of target behaviors and has been found to be effective in reducing maladaptive behaviors such as alcohol abuse, drug addiction, and smoking as well as promoting healthy behaviors change such as weight loss and increasing physical activity [15, 29] . The applicability of MI across a variety of issues, its brief and specific interactions, and practical use in combination with other active treatment methods has intrigued many health care practitioners and lead to explorations of the utility of MI in other areas of health care practice [29] . Two recent studies examined the effectiveness of MI in a population of workers with disabling musculoskeletal disorders [16, 17] . MI led to higher percentages of RTW at the end of rehabilitation and more sustainable RTW over a 1-year follow-up. MI is a promising intervention in occupational rehabilitation. Characteristics of MI techniques that complement its suitability for use in occupational rehabilitation programs, focussing on behavioral change include: (1) effectiveness with clients who are ambivalent or reluctant in changing their behavior; (2) efficaciousness even in small treatment quantities; (3) application across age, sex, cultural and socioeconomic status; and (4) fit in combination with conventional interventions and programs [13, 30] . Each of these will be discussed in more detail below.
Difficult, reluctant and ambivalent clients
MI appears to be particularly helpful with clients who are angry, oppositional, less motivated, or reluctant/not ready for change [13] . Workers who experience complications with the compensation system often feel frustrated, which can interfere with rehabilitation and the RTW process [21] . For these workers, action-oriented approaches aimed at behavior change will likely evoke resistance [13] . This can be further exacerbated if the therapist is perceived as being confrontational [31] . Disputing resistance is seen as counterproductive in MI and evokes defense of counter change arguments, undermining behavior change [29] . One of the principles of MI is to refrain from actively opposing the client's resistance and instead to go along with it using reflective listening skills to engage the individual in the problem-solving process [14] .
Expressing empathy in MI involves reflective listening, or accurate empathy as defined by Carl Rogers [32] . Essential to the principle of accurate empathy is a client-centred approach, which provides a supportive atmosphere and where ambivalence or reluctance is viewed as a normal human experience rather than as pathology [32] . The role of the OT in providing a supportive and empathetic environment is consistent with a client-centered approach that honours autonomy and allows the injured worker to choose if, when, and how to change [13] . Autonomy is valued in MI and OT practice. In MI, the role of the practitioner is not to provide all the answers but to instead recognize that the client has important insight and is capable of finding solutions to his or her problems. OTs believe that people have the right and capacity to make decisions about their own life and they have the right to informed choice [33] . Resistance in MI is seen as an interpersonal phenomenon rather than an individual struggle and can be used to create a new approach toward change [14] . When resistance to change is expressed by an injured worker, it can act as a cue for the OT to respond differently [32] because efforts to force resolution in a specific direction, through persuasion or punishment, can be counterproductive and strengthen the behavior intended to be diminished [14] .
Evidence from studies on addictive behavior, health behavior, and treatment adherence shows that MI is most beneficial with individuals who are less prepared to change or those in the Pre-contemplation and Contemplation stages [13] . In most occupational rehabilitation settings, the injured worker is expected to function at the Action stage regardless of what stage they are actually in. This mismatch can increase conflict and minimize participation in rehabilitation and the RTW process [13, 22] . From a readiness for change perspective, this occurs due to a misalignment in the stages of change between the therapist and injured worker and can be a source of frustration and resistance [13] . MI is intended to identify and resolve ambivalence in a particular direction of change; however, the focus is on the interests and concerns of the individual with commitment to change facilitated by eliciting the individual's intrinsic motivation for change [12, 14] .
Evoking an individual's intrinsic motivation for change is enhanced in both MI and OT by drawing on the client's perceptions, goals and values [14] . Eliciting change talk (identifying an individual's desires, abilities, reasons, and need for change) to bring about constructive behavior change is specific to MI. Adopting strategies to elicit change talk may provide an approach that is more consistent with the values and beliefs of OT practice than current occupational rehabilitation methods used to bring about change. This may have important implications for injured workers who struggle with repeated disability episodes, or who feel as though they were forced back to work before they were ready. Repeated disability episodes may cause an injured worker to further withdraw from the workplace, leading to more barriers to sustainable RTW [34] .
In both MI and OT practice, the client is viewed as the expert of the partnership by respecting the perspective of the client [35] . An essential goal of MI is to increase importance for change from the client's perspective by creating conflict through the exploration of discrepancy [32] . Conflict is an important concept in several psychological theories and it has the potential to increase ambivalence when an individual struggles between indulging in and resisting the behavior [14] . In MI, ambivalence is addressed with specific questions and reflections used by the practitioner to create a discrepancy between the client's problem behavior and personal values. While creating discrepancy is not a typical clinical practice in OT, fostering awareness of troubling behavior is typical [35] . Often in hopes of bringing about change, OTs will encourage clients to consider the perceived benefits and disadvantages of a particular course of action to help the client realize when occupation and behavior conflict with personal goals [35] . In summary, the theoretical foundations and clinical practice of OT are aligned with MI.
Efficacious in small doses
Workers' compensation issues can negatively impact an injured worker's self-efficacy [4] . MI attempts to enhance the confidence of the individual in the ability to cope with obstacles to successfully change and maintain that change [32] . Readiness for change appears to be related to two factors: the level of importance attributed to the change for the client, and confidence in successfully creating the change [14] . The client's self-efficacy is a pivotal component of motivation and a good indication of treatment outcome [32] . Occupations organize behavior, enable expression and management of self-identify, and increase self-efficacy and social connectedness [33] . These are important in a client's ability to move through the various stages of change and maintain intended behavior [33] . Compensation issues and delays, coupled with prolonged occupational interventions, can negatively affect an injured worker's role identity and self-efficacy, impacting ability to RTW. MI's brief and specific interactions may be of practical use in these situations.
Behavior change that occurs during treatment usually takes place within the first few sessions of MI [14] . However, recent research on MI evaluating a wide range of problem behaviors including substance use, risky behavior and decreased participation in treatment suggests a dose effect where more sessions are likely to generate more behavioral change [24] . In a meta-analysis completed by Rubak et al. [15] , MI interventions were used with various target behaviors including alcohol abuse, psychiatric diagnoses, addiction, smoking cessation and physiological problems. One MI session showed an effect in 40% of the studies; however, with five or more encounters, 87% of the studies demonstrated an effect [15] . Therefore, while one MI session can produce an effect, the likelihood of an effect increased significantly with a higher number of sessions completed [15] . In addition, strength in commitment language (commitment, activation, taking steps), is associated with behavior change. Therefore, the quality of MI sessions to evoke commitment language is essential to behavior change [36] . Across a range of disease and problem areas, MI generally produces a small to medium effect in improving health-related outcomes with the effects of MI shown to be durable up to at least one-year post treatment [13, 17, 24] .
Applicable across gender, age and cultural boundaries
MI is equally effective with male and female clients and across a wide range of ages and has been successfully used with adolescents, adults and the elderly [24] . MI is a cognitively based intervention that requires a level of formal and abstract reasoning; therefore, it is likely not applicable to those that are very young or anyone who has a severe cognitive impairment [24] . While MI could successfully be applied to many injured workers, it may not be appropriate for injured workers who have a severe brain injury or a traumatic psychological injury. Some studies have found MI to be particularly effective with individuals from certain ethnic groups [13, 24] . The non-confrontational, supportive and client-centered approach used in MI may represent a more respectful and relatable rehabilitation approach for some ethnic groups [24] .
MI effectively draws from a range of theories and lines of research to describe why and how it works and has been shown to be effective across a spectrum of lifestyle problems and diseases [24] . A key distinction between MI and many other clinical approaches is regardless of what problem areas are addressed, it will not work well if it is considered a technical approach that is applied to clients [37] . Instead, MI should be considered a way of "being" with clients where MI is done for and with them [12] . MI is a useful clinical skill that lends itself well to OT practice because the client-centered collaborative approach honoring the client's autonomy is consistent with the beliefs of a client-centred partnership valued in OT practice. Also, the consciously directive method of MI, aimed at resolving ambivalence, allows for interventions directed towards change.
Integration with other treatment approaches
MI has been demonstrated to be an effective clinical tool on its own and in addition to other evidence-based methods when used with clients where ambivalence and motivation are obstacles to change [24, 29] . When MI is used as a prelude to treatment, its effects have proven to endure across time, suggesting a synergistic effect of MI with other treatments [13] . The clinical style of MI has been used with feedback from structured assessments and is known as Motivational Enhancement Therapy (MET) [28] . While feedback from structured assessments is useful, this is not inherent or an essential component of MI [28] . Although MET has been successfully used with substance abuse populations, it is unknown whether problem feedback from structured assessments is a valuable addition beyond this population [28] . For example, it is unknown if giving a depressed injured worker the results of a mood screening test in addition to active physical treatment would lead to more or less psychosocial barriers affecting rehabilitation outcomes and RTW. Until the benefits of MET can be generalized to the injured worker population, another possibility is using MI with injured workers throughout the treatment process because ambivalence does not vanish when an active treatment such as community physical therapy or a work conditioning program has started [14] . New motivational challenges may develop during the process of rehabilitation, especially as more difficult phases of the treatment process are reached, such as immediately before discharge from community therapy or a work conditioning program [29] . During these times, returning to MI strategies may help resolve any new issues that occur [14] .
The outcome of several studies using MI with a range of physiological and psychological conditions concluded clients who receive MI at the commencement of treatment are more likely to remain in treatment longer, adhere to treatment recommendations, and experience significantly better outcomes compared to clients who received the same treatment without MI [13, 14, 24, 31] . Therefore, MI in conjunction with standard occupational rehabilitation services may produce better RTW outcomes with injured workers. In addition, MI has been shown to increase the probability that individuals will return for further treatment [14] . This could increase the opportunity for ambivalent injured workers to receive additional services needed for pursuing sustained behavior change. This is an important consideration for OTs working with injured workers, who are often reluctant to commence or continue to participate in occupational rehabilitation programs.
MI effects were found to be equivalent to other evidence-based treatments, such as cognitive behavioral therapy [13, 24] . The primary advantage of MI over comparable alternative treatments is the shorter duration of care required to achieve successful results [24] . Two recent studies involving MI and RTW demonstrated only one to two MI sessions were required to achieve long term behavior change established through sustainable RTW outcomes [16, 17] . The equivalent success rates but shorter time commitment of MI compared to other evidence-based therapies may make it a more cost effective and practical approach for OTs to address ambivalence with injured workers [24] .
Integrating components of MOHO with MI in occupational rehabilitation
The person characteristics described in MOHO can be related to elements of MI. Characteristics of these models and interventions can impact RTW change processes in occupational rehabilitation. (See Table 1 ).
Personal causation and self-efficacy
Personal causation and self-efficacy are both concerned with an individual's perception of the ability to complete tasks [9] . These are important to the RTW process because an injured worker's belief in the ability to complete work tasks effectively is a significant predictor or RTW [5] . Higher personal causation is found among those who RTW compared to those who do not [38] .
Values and eliciting change talk
Beliefs about occupations an individual considers important are associated with values. A sense of worth and belonging encourages engagement in activities that support an injured worker's values [9] . If career values are compromised through the process of managing a work-related injury, then • Self-efficacy is a significant predictor of RTW [5] • Values
• Eliciting Change Talk (Desires, Abilities, Reasons, Needs)
• Career values vital to decision making regarding RTW [7] • Individuals are more willing to accept and act on self-motivational statements [ 
• Commitment language (Commitment, Activation, Taking Steps)
• Long term work role disruption is a barrier to work success [18] • Commitment directly predicts behavior change [36] Performance Capacity
• Cognitive and Physical Skills
• Directive in approach • Limited motor, process and communication/interaction skills are barriers to work [7] • MI is an appropriate approach when there is a clear and desired direction for change [13] one can expect a significant impact upon decisionmaking in returning to work [7] . In MI, behavioral change begins with eliciting change talk, which is any expressed language favoring change. Evidence supports the belief that individuals are more willing to accept and act on self-motivational statements [39] . Eliciting an injured worker's desires, abilities, reasons, and needs (DARN) will foster an intrinsic motivation to generate change by focusing on values.
Interests and client-centered practice
Occupational interests can influence the type of work in which a person chooses to engage. Changes to the work environment and/or position due to a work-related injury remove a worker from what is interesting, pleasurable or satisfying, this can affect their decision to RTW [40] . Often workers who find their work satisfying have the ability to choose and engage in work they enjoy, whether it be for the physical aspects of the position, the intellectual stimulation, or social reasons [18] . Client-centered practice is a key element of MOHO and of MI. Both MOHO and MI emphasize the client is the focal point and the client is capable of exploring and resolving their own problems. Often in occupational rehabilitation, the client is directed in what they should do to RTW, rather than focusing on what the client believes is important to do to RTW. Essential to client-centered practice in MI is autonomy, and a high level of autonomy facilitates work functioning [41] . A focus on the aspects of RTW that the injured worker selects will encourage interest in work and participation in occupational behavior.
Habits and creating discrepancy
Habits shape occupational behavior by influencing performance in routine activities, regulating how time is used, and creating styles of behavior [18] . Habits involve learned ways of completing activities. Disruption to occupational habits can establish new habits that may be maladaptive and possibly harmful to the injured worker. Habituation after a work-related injury is essential in determining future work potential [42] because appropriate organization of actions into patterns and routines is required to resume effective work habits. Increasing importance for change from the client's perspective by creating conflict through the exploration of discrepancy is an essential goal of MI [32] and of significant importance when an injured worker is unable to overcome maladaptive or harmful occupational behavior. Creating discrepancy between an injured worker's occupational behavior and occupational goals is fundamental in driving motivation for change.
Roles and commitment language
Roles shape identity and work can be an important part of an individual's identity [18] . A work-related injury or disability can significantly impact the worker role and long-term work role disruption is a barrier to work success [18] . Changes to the worker role for those who were committed to work before their injury can cause substantial internal struggle and external discord with supervisors or co-workers. The more an individual's identity is defined by the worker role, the more essential it is for that individual to work [18] . However, when the worker role identity changes due to a work injury or illness, ambivalence about returning to work and commitment to the worker role may change. Resolution of ambivalence is essential to the efficacy of MI and commitment language (language describing an individual's pledge to commitment, activation, or taking steps to change) in MI directly predicts behavior change [36] . The public nature of verbal commitments, reward of committing to and achieving obligations, or consequences of not meeting an obligation are reasons an injured worker may carefully choose the strength of their commitment language during MI to match their intentions after the MI session is completed [36] . The incorporation of MI in occupational rehabilitation should focus on the strength of commitment language, which can inform occupational rehabilitation practitioners of the intended level of occupational behavior change. This can provide valuable information regarding the injured worker's level of readiness to change and the level of disruption to the worker role.
Performance capacity and directive in approach
Performance capacity includes the underlying physical and mental abilities of an individual and how these are applied and understood in performance [9] . A work-related injury can cause limitations with motor, process and communication/interaction skills, which are barriers to work [7] . A work-related injury affecting performance capacity may result in anger and resistance of an injured worker who believes steps could have been implemented to prevent the injury, or for the injured worker who experiences complications in the RTW process and believe treatment/intervention could have started sooner. Injured workers who sustain cognitive and/or physical injury that impact performance capacity may struggle with reasonable expectations regarding successful RTW [18] . Some workers may underestimate the impact of injury to their capacities while others may overestimate the severity of the injury [18] . Both possibilities could lead an injured worker to inaccurately formulate reasonable expectations for returning to work and result in participation of occupational behavior preventing a successful RTW. More often, work related injuries that affect a worker's capacities result in uncertainty of what an injured worker can and cannot do resulting in ambivalence regarding RTW and participation in occupational behaviors. While MI postulates that resolving ambivalence and change is the decision of the client, MI is different from other client-centered therapies because it is directive and goal oriented [39] . MI is an appropriate approach when there is a clear and desired direction for change [13] . The use of MI in occupational rehabilitation may be especially effective for injured workers who are unsure about their capacities and abilities to RTW because occupational rehabilitation is directive with a focus on RTW.
Implications for practice

Summary of MOHO and MI in occupational rehabilitation
Like the Readiness for Change Model, the MOHO provides a deeper understanding of an individual's motivation for change and the fluctuations of the readiness stage of the injured worker [25] . The integration of MOHO and MI in occupational rehabilitation may provide OTs with a model and approach to better understand an injured workers' decision-making process. This approach can facilitate participation in occupational behavior at each stage of change [25] . (See Table 2 ). The integration of MOHO and MI provides OTs working in occupational rehabilitation with important implications for practice including: (1) a bridge to close the gap between the participation and inclusion of • Changes to personal and or work environment
• Integrate work routine into habit patterns.
• Integrate roles into personal sense of meaning injured workers in decision-making processes; (2) the linking of a client-centered model with a clientcentered intervention approach; and (3) a theoretical framework and intervention that is theory informed, grounded in evidence, and occupation focused. In addition, using MI within a MOHO framework can help OTs address two important components of client-centered practice in occupational rehabilitation: (1) clients' desire and ability to participate in RTW decision-making; and (2) the inclusion of the client in the RTW decision-making process. The perceptual gap between these two components has resulted in recommendations for OTs to implement a systematic approach involving clients in RTW decision-making processes of their goals and services. The identification of evidence-based approaches such as MI and work-related assessments based on MOHO concepts could be used to better understand injured workers' motivation. This is essential for meeting the client at their level of readiness, and making a meaningful impact on work disability rates.
Conclusion
MOHO provides a comprehensive framework of impairment and can help OTs better understand RTW change processes, while MI is a useful approach that complements the MOHO model by using a client-centered approach that can support occupational behaviour change. Together they have the potential to reduce work disability and improve RTW outcomes by providing OTs with an understanding of how human occupation is motivated, patterned, and performed, helping OTs meet injured workers at their level of readiness. An understanding of injured workers' volition is necessary in order for occupational behavior change to occur using MI. An injured worker's perception of how performance capacity has been affected by the work injury will also help guide practice. This, in turn, will assist with the reconstruction of the worker role and habits and then ensure commitment to occupational behavior change.
